It was also seen in the paper that extent of those medical trip where expenditure was at least partially reimbursed by any government or other institutions. The important finding of this exercise was incidence of medical tourism was much more in Rural India than Urban India and that (more so ever) from Villages where infrastructure was very poor. Also it was seen that incidence of Medical trip in Urban India is much more homogeneous across the Quintile expenditure class than Rural India. Another most important issue was emerged from this study that less than five percent of medical trip was covered under medical Insurance. The availability of poor health infrastructure is the most important reason for moving out to get medical treatment. Indian household on medical trip is spending a substantial amount of money. But very few households are covered by medical insurance or by any social security benefits. Hence there is an urgent need for availability of such medical insurance and social security benefits to the vast member of the Indian population.
INTRODUCTION
In recent times, tourism as an industry has acquired added importance in many countries. Indian tourism industry has also gained a lot. Among the various factors driving the industry, tourism for health and medical services needs special attention. Many scholars have studied the subject of medical tourism, especially from a cross-country perspective. Medical tourists from other countries have been found to choose India for factors such as low cost, scale and range of treatments available, language spoken, etc. The growth in medical tourism in the country, apart from generating revenue in dollar terms, accelerates growth in several associated industries, including the hospital industry, the medical equipment industry and the pharmaceutical industry. Therefore, the Government of India has taken several policy decisions to attract medical tourists from other countries. Recently, the Union Ministry of Tourism has included Medical Tourism under the Marketing Development Assistance (MDA) Scheme.
The story of domestic medical tourism is quite different. Scholars, largely for want of adequate data on the subject, have not deliberated on the subject enough. Moreover, planners are fully aware that the medical facilities available at different places in the country are not adequate and therefore data or studies showing growth in domestic medical tourism will be embarrassing for them, especially because domestic medical tourism is mainly driven by lack or inadequacy of medical facilities at the place of one's residence and points to the need for more expenditure on the social sector. In the present paper, an attempt has been made to study various dimensions of domestic tourism undertaken in India for access to health and medical services.
To properly appreciate the subject, one has to understand the vastness and diversity of India. India is a large country with population over 1.21 billion and an area of 3,287,240 km 2 . It has been divided into 28 States and 7 Union Territories for administration under a federal system. Each State and Union Territory has been further divided into districts. Each district consists of towns, cities and villages, which are natural clusters of human settlement. All villages together constitute a sector called the rural sector. The remaining part of the country forms the urban sector.
Objectives
The objectives of the paper are as follows: 1) To ascertain the extent to which domestic medical tourism flourishes in India -extent being measured by the proportion of domestic medicine trips among all trips and also by the proportion of households making domestic trips among households that made at least one trip. 2) To investigate whether domestic medical tourism is largely the outcome of poor health infrastructure. 3) To study from the survey data the various characteristics associated the domestic medical tourism duration of trip, number of places visited, average expenditure per trip, average trip size, affordability of medical treatment in places other than one's usual place of residence, and important destination points of medical trips. 4) To examine the incidence of medical insurance cover among households making overnight domestic health trips.
METHODOLOGY
National Sample Survey Office of India had conducted an all-India household survey on domestic tourism during the period July 2008 to June 2009. The paper is based on the survey data as conducted by NSSO of India.
Sampling design
A stratified multi-stage design was adopted for the survey. The first stage units (FSUs) were the 2001 census villages (Panchayat wards in case of Kerala) in the rural sector and urban frame survey (UFS) blocks in the urban sector. For towns with no UFS frame available, each town was treated as an FSU. The ultimate stagesampling units, in both sectors, were the households. Two hamletgroups (hg)/ sub-blocks (sb) are selected from a large FSU wherever hamlet-groups/ sub-blocks are formed in the following manner -one hg/ sb with maximum percentage share of population is always selected and termed as hg/ sb 1; one more hg/ sb is selected from the remaining hg's/ sb's by SRS and termed as hg/ sb 2. Listing and selection of the households is done independently in the two selected hamlet-groups/ sub-blocks. The FSUs without hg/ sb formation are treated as sample hg/ sb number 1.
Sampling frame for first stage units
For the rural sector, the list of 2001 census villages (Panchayat wards for Kerala) constitutes the sampling frame. For the urban sector, the list of latest available urban frame survey (UFS) blocks has been considered as the sampling frame.
Stratification for the first-stage units (FSU)
In rural sector all villages of a district form a separate stratum. In the urban sector, strata have been formed within each NSS region on the basis of size class of towns as per Census 2001 town population.
Sub-stratification
There is no sub-stratification in the rural sector and for strata corresponding to non-UFS towns. However, to net adequate number of slums for all other urban strata, each stratum has been divided into 2 sub-strata as follows:
Sub-stratum 1: all UFS blocks having area type 'slum area' Sub-stratum 2: remaining UFS blocks Schedules of enquiry: During this survey, schedules of enquiry were canvassed as follows (Table 1) Table 2) .
The cut-off point 'B' (in Rs.) was determined from NSS 61st round survey on consumer expenditure data for each NSS region for urban areas in such a way that B was a level of MPCE, fixed for a particular NSS region separating the top 30% of the region's 
Allocation of households to different SSS:
A total of 12 households were canvassed from each selected FSU (Table 3) .
Sampling scheme
As per census arrangement the villages have been arranged and FSUs have been selected by circular systematic sampling with probability proportional to population for all rural strata. For urban strata × sub-strata (wherever applicable), the towns within the stratum have been arranged in ascending order of population; then FSUs were selected by circular systematic sampling with equal probability for UFS towns. Within each stratum/ sub-stratum, multiple of 4 FSUs were selected. Samples have been drawn in the form of two independent sub-samples and equal number of samples has been allocated among the four sub rounds. From each SSS the sample households for the Schedule 21.1 was selected by SRSWOR.
Sample size
As The first three blocks, viz., Block 0, 1 and 2, are to be used for recording identification of sample households and particulars of field operations, as practiced in previous rounds. The last three blocks, viz., Block 7, 8 and 9 , are to be used to record the remarks of investigator/senior investigator, superintendent/senior superintendent and other supervisory officer respectively.
Block 3 is meant for recording household characteristics such as household size, principal industry, principal occupation, household type, religion, social group, number of overnight trips undertaken by the household during last 30 days and last 365 days separately, number of same-day trips undertaken by the household during last 30 days and last 365 days separately, whether any NRI visited the household during last 365 days, what was the impact of the NRI visit in influencing the household to undertake any trip, whether some portion of the house was rented out to tourists for at least one night during the last 365 days, whether any member of the household is aware of the "Incredible India" campaign by Government of India and if so, where have the member(s) seen/heard the campaign, and what was its impact, whether any member of the household is aware of the tourism promotional campaigns by State Tourism departments / development corporations or any other organisation and if so, where have the member(s) seen/heard the campaign, and what was its impact. This block would also record household consumption expenditure through a set of five questions.
Block 4 is to be used for recording the demographic and other particulars of all the household members. Such particulars include name of the household member, relation to head, sex, age, marital status, educational level, usual principal activity status, NIC (2-digit level) -for employed members, NCO (1-digit) -for employed members, number of overnight trips completed by the member during last 30 days and last 365 days separately, number of sameday trips completed by the member during last 30 days and last 365 days separately.
In Block 5.1 particulars of overnight trips made during last 30 days by household members are to be recorded. These include serial no. of the trip, number of household members in that trip, details of the characteristics of each household member who was in that trip, like serial no. of the member, age of the member, purpose of trip for the member, type of trip, mode of travel: major and minor, type of stay: major and minor, number of nights spent outside usual place of residence (including journey). Apart from that characteristics of the trip like leading purpose of the trip, starting month, ending month, main destination, state code and number of places visited during the trip have also been collected.
In Block 5.2 particulars of same-day trips made during last 30 days by household members are to be recorded. These include serial number of the trip, number of household members in that trip, details of the characteristics of each household member who was in that trip like serial number of the member, age of the member, purpose of trip for the member, type of trip, mode of travel: major and minor, type of stay, and also characteristics of the trip like leading purpose of the trip, month of visit, main destination, state code and number of places visited during the trip.
Block 6.1 is designed to collect particulars of expenditure on the latest three overnight trips covered in Block 5.1. Here, the break-up of expenditure is to be recorded in detail along with information on reimbursement/direct payment by any institution.
Block 6.2 is designed to collect aggregate of expenditures on all same-day trips covered in Block 5.2. Here, too, the break-up of expenditure is to be recorded in detail along with information on reimbursement/ direct payment by any institution.
Information from NSSO survey data used for the study One major characteristic of overnight trips was the leading purpose. The leading purpose of a trip was that purpose without which none of the household members in that trip would have undertaken the trip. In case no purpose satisfied this condition, the leading purpose was identified as that purpose which the informant considered to be the most important for performing the trip. In the survey, purposes were broadly categorized as: business; holidaying, leisure and recreation; social including visiting friends and relatives, attending marriages, etc.; religious and pilgrimage; education and training; health and medical; shopping and others (for example, volunteer work). In this study we have used the term "domestic medical/health trip" to mean those domestic trips whose leading purpose was "health and medical". The various estimates were obtained directly from the survey data using the appropriate weights arising from the survey design earlier mentioned.
Here in this paper different characteristics of medical trips/ domestic health tourism are discussed. No absolute figures are provided; all the estimates are ratio estimates directly calculated from the survey data collected in Block 5.1 of Sch. 21.1 with reference period "last 30 days" (from the date of survey). As the households were interviewed during July 2008 to June 2009, the estimates obtained from the profile of medical tourism relate to roughly to this one-year period. This approach was quite different from the NSS report (number 536) on tourism. The NSS report provides estimates based on data collected for a "last 365 days" reference period under the assumption that the distribution of trips undertaken by households during last 365 days by various household/trip/visitor-trip characteristics was the same as the corresponding distribution of trips made during the last 30 days. The latter could actually be ascertained from the data collected while the former could not be ascertained without making such an assumption as no data on the characteristics of trips performed during the last 365 days had been collected. Now to study the relationship between domestic health trip and the rural health infrastructure we have to link the survey data to the details available in the household listing schedules filled for the FSU to which the household belongs. Block 7 of the NSS 65th round listing schedule (Sch. 0.0 as attached in Annexure 1) recorded information on medical/health infrastructure facilities available in the selected village. Information on distance of health sub-centre / dispensary (Item 14), primary health centre (Item 15), community health centre / government hospital (Item 16), private clinic / doctor (Item 17) and medicine shop (Item 18) from the village was recorded in code-distance being measured from the geographical centre of the village. However, if a particular facility was available within the village, the distance code was always recorded as 1 irrespective of its distance from the centre of the village. That is, codes other than 1 were applicable only if the facility was outside the village. Thus the code structure is shown in Table 4 .
Based on the presence or absence of various health facilities in a village, we define the overall availability of health facilities as follows in a village. The overall health facility available in a village is considered 'adequate' if it has all the five facilities earlier mentioned. It may be considered 'marginally inadequate' in case of availability of only any four or three facilities and 'significantly inadequate' in case of availability of only two facilities or only one facility. In case none of the mentioned facilities is available in the village, the overall health facility of the village may be classified as 'no facility'. The household schedule (Schedule 21.1) Block 5.1 was used to obtain information related to overnight trips and during the last 30 days related characteristics of the households undertaking then. After linking the rural household-level data with the characteristics of the surveyed villages, it was possible to obtain estimates of medical tourism classified by village (overall) health facilities.
RESULTS AND DISCUSSION

Incidence of domestic health trips
The incidence of domestic health tourism can be measured in two different ways namely:
1) Incidence of domestic health trips per household.
2) Occurrence of domestic tourism activity in a period.
In the NSS survey each household overnight trip including leading purpose has been collected in Block 5.1 (Annexure 2). Here the reference period is one month from the date of survey. In this paper domestic medical tourism activity has been measured by the proportion of households participating (at least once) in domestic medical trips among the households, which have made at least one trip (during a month). We may call this a measure of the occurrence of domestic tourism activity among households. Now from Table 5 it is found that 7.71% of rural households and 3.41% of urban households made at least one medical trip. Considering rural India the major States of Andhra Pradesh, Assam, Bihar, Jharkhand, Kerala, Orissa and West Bengal were above national average in this respect. In case of urban India the major States that were above the national average were Assam, Bihar, Chhatisgarh, Haryana, Himachal Pradesh, Jharkhand, Madhya Pradesh, Orissa and West Bengal. Table 5 also shows that medical trips account for 7.3% of trips of the rural India trips and 3.46% of trips of urban India.
Medical tourism and health infrastructure
In an ideal situation, every village, town or city is supposed to have basic health services. Unfortunately, we do not have basic health services in every village or its neighbourhood. This may be one of the reasons for medical tourism. To study the relationship between medical tourism and health infrastructure we need data on both the aspects. Fortunately, an attempt to assess the availability of basic health services in villages was also concurrently made by NSSO in the survey on village facilities along with the survey on tourism. Availability of health facilities in terms of health sub-centre/ dispensary, primary health centre, community health centre, government hospital, private clinic/doctor and medicine shop in the village and its neighbourhood was ascertained. This gives us an opportunity to study the relationship between health infrastructure and medical tourism. We have already explained in an earlier section the classification of villages that was by overall availability of health facilities that was adopted only 1% villages. In terms of this classification, in that sample, had 'adequate health facility', 6% villages had 'marginally inadequate health facility' and 28% villages had 'inadequate health facility'. As many as 65% villages were found to have no health facility.
The afore-mentioned categorization of villages was reexamined and revised relaxing the criterion for availability of a facility by including a facility available in the neighbourhood of the village as "available' in the village. For this exercise, the neighbourhood was first extended by 2 km and later by 5 km. The position so obtained is shown in Table 6 .
It is clear from Table 6 that even if we adopt the relaxed criterion, we find that the availability of medical facilities in villages is far from satisfactory. Note that the quality of the service available has not been taken into consideration here.
The propensity for medical tourism is expected to have a direct linkage with the availability of adequate medical facility in the usual environment of a person. To examine this aspect, the distribution of medical trips by type of villages (origin) has been analyzed. It is observed that only 2% of the medical trips had originated from the villages having 'adequate medical facilities'. The corresponding figure for villages having 'marginally inadequate medical facilities' was 20%. Not surprisingly, 78% of the medical trips had originated from the villages either having no medical facility or having significantly in- Tables 7  and 8 . In almost all cases, the percentage of medical trips originating from the villages having adequate medical facility is less than the percentage of medical trips originnating from the villages having 'marginally inadequate medical facilities which in turn is less than the percentage of medical trips originating from the villages having significantly inadequate medical facility. The difference between the villages having significantly inadequate medical facility and the villages having no medical facility failed to depict any definite trend. This shows that, in practice, availability of one or two basic facilities was not significantly different from having no facility. From the above analysis it is clear that medical tourism has direct linkage with the availability of adequate medical facility in the usual environment of a person.
Household economic status and medical trip
Next comes the question of affordability of medical treatment in places other than one's usual place of residence. Tables 9 and 10 shows percentage distribution of medical trips over quintile classes of household monthly per capita expenditure formed for households that made at least one medical trip. From the Tables 9  and 10 it is observed that at all-India level, 41% of medical trips of households in rural areas are made by households in the highest quintile expenditure class, while in urban India, 31% of medical trips are made by households in the highest quintile expenditure class. In rural India, the major States of Gujarat, Jammu and Kashmir, Orissa and West Bengal were among the States where the percentage of trips performed by households in the lowest quintile expenditure class is higher than the national average of 10%. Again in urban India, the major States of Himachal Pradesh, Kerala, Madhya Pradesh, Punjab and Uttar Pradesh were among the States where the percentage of trips performed by households in the lowest quintile expenditure class is higher than the national average of 15%. Clearly, the incidence of medical trips in urban India is more uniform across the quintile expenditure classes than in rural India.
There is another dimension of trend in occurrences of medical trip among different quintile class. In almost all States/UTs, the percentage of medical trips undertaken by households in the lowest three quintile classes was less than the percentage for the highest quintile class.
Similarly, in almost all cases, the percentage of medical trips undertaken by the households in the lowest two quintile classes was less than the percentage for the fourth (60 to 80%) quintile expenditure class. Clearly, the percentage of medical trips increased with increase in income (approximated by expenditure) across the country.
Proportion of medical trips performed within state/district and most important destination state for medical trips
This area takes a look at the direction, so to speak of medical trips and tries to locate the states that attract the largest numbers of domestic medical tourists. Tables 11  and 13 shows the per 1000 distribution of overnight medical trips by main destination separately for each State/UT of origin. Among the rural population only 7.5% of domestic medical trips were for travel to other States, compared to 15% for the urban population. However among the major States only for Gujarat and Madhya Pradesh is the incidence of medical trips to destinations outside the State much more for trips made by the rural population than by the urban. Also for the rural population a majority (63%) of medical trips are withindistrict trips compared to only 28% in case of the urban population.
It is true that all the medical trips originating from a State have some destination State. Overall in all India Level total no of outgoing medical Trip from all States is equal to total no of incoming medical trip of all States. So for a particular state if incoming medical trip is higher than outgoing Trip then the state is assumed to be attracting more medical tourist than other (Tables 12 and  13) .
Hence from the above statement it is observed that among major states Delhi, Gujrat, Tamilnadu and 
Average expenditure per medical trip and Incidence of medical Insurance among overnight domestic health trips
It is obvious that household went for overnight medical those overnight medical trips is very low. At the all India level in rural areas only 2.45% Trips expenditure was partially reimbursed and for urban areas it is slightly higher of 4.56%. This explains the extent of under coverage of health insurance in India.
Conclusion
The availability of poor health infrastructure was the most important reason for moving out to get medical treatment.
From the afore-mentioned study it was found that Indian household on medical trip was spending a substantial amount of money. But very few households were covered by medical insurance or by any social security benefits.
Hence there is an urgent need for availability of such medical insurance and social security benefits to the vast member of the Indian population. Also it was found that significant of medical trip were outside the state boundaries. The study showed that in rural area only 7.5% of domestic medical trips were meant for outside states and 15% of domestic medical trips were meant for outside States in urban area. So extent of movement of medical Trip outside States was much more in urban area than the rural area.
Limitations
In the NSS Tourism survey purposes of the trip were ascertained but evaluation of trip with regard various facilities had not been collected. The experience of medical tourist with regard to the place of visit is an important indicator of relative merit of different domestic medical tourism destination point. This also helps concern government as well as private entrepreneurs to upgrade facilities and take necessary action to attract more people. As it was very difficult for an individual to conduct such large scale survey over whole of India the other confounding factors like medical service, transport, accommodation and food could not be studied. Hence planner of National Sample Survey office may consider that the perception of the tour member with regard to the trip and its related facilities may be collected in future such surveys. 
(R) / 8 (U)
Code 2or 3 in col.
Code 1 in col. Yes (percentage of households connected); P < 10% -1, 10% ≤ P < 25% -2, 25% ≤ P < 50% -3, 50% ≤ P < 75% -4, P ≥75% -5; no -6, Item 40 (Informant code): Sarpanch (male) -1, sarpanch (female) -2, other panchayat member -3, patwari/ gram sevak -4, teacher -5, health personnel -6, others -9 CODES FOR BLOCK 3 Item 4 (Household type): for rural areas: self-employed in non-agriculture-1, agricultural labour-2, other labour-3, self-employed in agriculture-4, others-9 for urban areas: self-employed-1, regular wage/salary earning-2, casual labour-3, others-9 Item 5 (Religion): Hinduism-1, Islam-2, Christianity -3, Sikhism-4, Jainism-5, Buddhism-6, Zoroastrianism-7, others-9 Item 6 (Social group): scheduled tribe-1, scheduled caste-2, other backward class-3, others-9 Item 11.2/12.2 (where have the member[s] seen /heard the campaign? code): newspaper/magazine-1,radio-2, TV-3, internet-4, billboard/hoarding-5, more than one of these-6, others-9 Item 9.2/11.3/12.3 (Impact code): Resulted into one or more trips-1, planning to make a trip in near future -2, willing to make trip but could not make it due to other constraints (like time, money etc) -3, no impact -4, cannot say-5 
CODES FOR BLOCK 4 Col (3): Self-1, spouse of head-2, married child-3, spouse of married child-4, unmarried child-5, grandchild-6, father/mother/father-in-law/mother-in-law-7, brother/sister/brother-in-law/sister-inlaw/other relatives-8, servants/employees/other non-relatives-9 Col (4): Male-1, female-2 Col (6): Never married -1, currently married -2, widowed -3, divorced/separated -4 Col ( (i) All expenditure paid or payable by the selected household in connection with the trip except those to be used / intended to be used for productive purposes/enterprises are to be included in this block.
(ii) If the expenditure or break-up of the expenditure cannot be reported for any trip, detailed remarks and comments should be recorded in Blocks 7, 8 and 9 respectively. (i) All expenditure paid or payable by the selected household in connection with the trip except those to be used / intended to be used for productive purposes/enterprises are to be included in this block.
(ii) If the expenditure or break-up of the expenditure cannot be reported for any trip, detailed remarks and comments should be recorded in Blocks 7, 8 and 9 respectively. 
